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World TB Day, March 24, 2003 


World TB Day is an annual event that commemorates 
the date in 1882 when Robert Koch announced his dis- 
covery of the tuberculosis (TB) bacillus. TB is one of the 
leading causes of death from infectious diseases world- 
wide. An estimated 2 billion persons—one third of the 
world’s population—are infected with the bacteria that 
cause TB, and approximately 2 million persons die each 
year from TB. After years of decline in the United States, 
the number of reported TB cases increased 20% during 
1985-1992. This resurgence was associated with dete- 
rioration of the infrastructure for TB services, the human 
immunodeficiency virus (HIV) epidemic, immigration 
of persons from countries where TB is endemic, TB trans- 
mission in congregate settings (e.g., hospitals and pris- 
ons), and development of multidrug-resistant TB. 
However, a renewed emphasis on TB control and pre- 
vention in the 1990s resulted in substantial declines in 
the disease. Provisional data indicate that 2002 will mark 
the 10th consecutive year of declining TB cases reported 
in the United States. 

CDC is committed to the goal of eliminating TB in 
the United States. However, achieving this goal will not 
be possible without strengthening collaborations with 
national and international health partners to reach those 
at highest risk for TB and identifying innovative strate- 
gies to improve testing and treatment among high-risk 
populations. One important CDC effort has been the 
establishment of a binational TB referral system for TB 
patients who cross the United States—Mexico border. 
Other efforts include supporting public health action 
through prompt and accurate TB surveillance, assisting 
with the control of domestic outbreaks, and contribut- 
ing to the global effort against TB. Additional informa- 
tion about World TB Day and CDC’s TB elimination 
activities is available at http://www.cdc.gov/nchstp/tb/ 
worldtb2003/default.htm. 


Trends in Tuberculosis Morbidity — 
United States, 1992-2002 


During 2002, a total of 15,078 TB cases were reported to 
CDC, representing a 5.7% decline from 2001, a 43.5% 
decline from the 1992 peak of the TB resurgence, and the 
lowest recorded TB rate in the United States since reporting 
began in 1953. Declines have occurred since 1992 in all age 
groups, racial/ethnic populations, and regions of the United 
States. Despite this progress, the 2002 rate of 5.2 per 100,000 
population remained higher than the 2000 interim goal of 
3.5 set as part of the national strategic plan for TB elimina 
tion (<1 case per 1,000,000 by 2010) (7). This report sum 
marizes data from the national TB surveillance system for 2002 
and describes trends over the past decade. Overall national 
declines in TB incidence mask substantial disparities between 
rates in the majority of U.S. residents and rates in the two 
populations, foreign-born persons and U.S.-born non 
Hispanic blacks, which now account for approximately three 
fourths of TB cases. Further progress toward TB elimination in 
the United States will depend on 1) domestic programs that pro- 
vide services to foreign-born persons with latent TB infection, 2) 
collaborative efforts that reduce the burden of TB disease glo 
bally, and 3) intensified TB-control efforts that address higher 


I'B rates in the U.S.-born non-Hispanic black population. 
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Che 50 states and the District of Columbia report to the 
national TB surveillance system by using a standard case defi 
nition and report form (2). ¢ ompleteness of reporting to the 
1ational system is estimated to be >95% (3). Data were ana 


lyzed for cases reported during 1992-2002 by using case 


reports updated as of February 18, 2003. A U.S.-born person 


was defined as someone born in the United States or its asso 


' 
ciated jurisdictions, or someone born in a foreign country 


but having at least one U.S.-born parent; others were classi 
fied as foreign born. U.S.-born and roreign born popul won 
counts in 1992 were obtained trom postcensus estimates (4 


Overall U.S.-born and foreign-born population counts fo! 


2002 were based on an extrapolation from the April 2000 
U.S. Census, and the distribution of racial/ethnic PTOUDS Was 


estimated trom the March 2000 Current Population Survey (5 


) ) lL. » “ ae | " ] 
In 2002, the overall case rate of 5.2 represents a decline 


of 1% trom 2001 and 50.5 trom 1992. During 1992 


y ) 17 ’ , 
2002, case rates declined in all but three states (Table 1). Five 


California, Florida, Illinois, New York, and Tex: 
ind 68.3 of the ove 
number es; case rates in these states 
declined an average of approximately 50% during 1992-2002. 
Dhe proportion of patients w th multidrug re 
resistance i ; yniazid and rifampin decreased trom 


186 (2.7 6 ulture-DOsIti\ ses with initial sus 


ve 4 Witt 


ceptibility results in | > (the first year for which data were 


collected) to 138 (1.3° 10,601 cases in 2002 
During 1992-2002, rate clined in both the | born 


LJ | | 
ns. Mowever, the dé 


imong foreign-born populations 
ratio of foreign born to U.S.-born rates doubled, from 
) y 


1992 to 8.4 in 2002. In 2002, for the first time, TB 


ne : 
nong foreign-t persons accounted ror the majority 
Un ted States Phe number oO! 
imong foreign born persons 
1 from four in | to 22 in 2002 (Figu 


ipproximatel 


Massachusetts 
Hawall ms d 0.2%). As in 1992, the most 
common birth countries for foreign-born persons with TB in 
2002 were Mexico (24.8 the Philippines 11.3 Viet 
nam (6.0% India 6) China (4.5%), Haiti (3.4% ind 
South Korea (2.7 [he proportion of patients who com 
pleted recommended treatment within | year was 81.0% in 


S.-born and /Y.. in the foreign-born populations in 


: 
the most recen al which these outcome data were 


Despite a 68.4% decline in rates from 1992, U.S. born non 


spanic blacks in 2002 continued to have the highest TB 
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TABLE 1. Number and rate* of reported tuberculosis cases, percentage ne in number of cases and rate, and rank according to 
percentage change in rate, by state and year — United States, 1992 and 2002 





1992 2002 % Change 1992-2002 

State No. Rate No. Rate No. Rate 
>500 cases in 2002 

New York 574 (25.2) 

Georgia 893 (13.2) 

New Jersey 984 (12.6) 

Illinois 270 (10.9) 

Texas 510 (14.2) 

Florida 707 (12.7) 

California 5,382 (17.4) 
100-499 cases in 2002 

Kentucky (10.7 

Mississippi Y (10.7 

Pennsylvania § (6 

Arkansas 25 (10.7 

Indiana 24 (4. 

Tennessee 527 (10.5 

Hawaii 27% (23.8 

Missouri 2 

Alabama 

South Carolina 

North Carolina 

Massachusetts 

Michigan 

Virginia 








Overall rank by 
% Change in rate 
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Louisiana : 

Maryland 9.0) 
Connecticut 4.8) 
Oregon 9) 
Washington 0) 
Arizona (6.8) 
Ohio 3 (3.2) 
Colorado (3.0) 
Oklahoma 6 (6.7) 
Minnesota (3.7) 


<100 cases in 2002 
Utah (4.3) 
West Virginia 92 (5.1) 
Wyoming (1.7) 
South Dakota . (4.5) 
Delaware - (8.0) 
Idaho 26 (2.4) 
Nevada ‘ (7.5) 
North Dakota (1.7) 
New Mexico (5.6) 
District of Columbia (24.8) 
Wisconsin (2.1) 
Montana 5 (1.9) 
lowa : (1 
Alaska (9 
Rhode Island : (5 
New Hampshire 18 (1 
Nebraska ‘ (1 
Maine ; (1.5 
Vermont ] (1.2 
Kansas 56 (2.2 

Total 26,673 (10.5) 

* Per 100,000 population 
Data for 1992 are final; data for 2002 are provisional 
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TABLE 2. Number and rate’ of tuberculosis cases, and percentage change in rate in U.S.-born and foreign-born persons, by race/ 
ethnicity — United States, 1992 and 2002 
U.S.-born Foreign-born Total§ 
1992 2002 % change 2002 % change 1992 2002 
Race/Ethnicity No Rate No. Rate 1992-2002 ; No. Rate 1992-2002 No. Rate No. 














% change 
Rate 1992-2002 











Hispa ' g 1.3 5. 540 (1 484 (6.1) -29.9 7,618 (4.0) 3,019 (1.5) -62.5 
H 01 36 8 68.4 ‘ 1,008 (49.9 9,623 (31.7) 4,425 (12.3) -61.2 
914 (20.1 3 5,437 (22.4) 3,977 (11.3) -49.6 

299 (16.1) 191 (7.4) -54.0 
3,092 (41.3 37.9 3,649 (46.7) 3,312 (28.2) -39.6 


7,544 (23.6) -31.6 26,673 (10.5) 15,078 (5.2) -50.5 


1¢ f 4 3 66.5 


19,225 (8.2) 7,252 (2.8) -65.9 (34.5) 





FIGURE. Percentage of tuberculosis cases among foreign-born persons — United States, 1992 and 2002* 





1992 





2002 








ite of any U.S.-born racial/ethnic population. U.S.-born non 
Hispanic blacks comprised the largest number of TB cases 
among both U.S.-born and foreign-born populations, repre 
senting 46.7% of TB cases in U.S.-born persons and approxi 
mately one fourth of all cases. Among U.S.-born racial/ethnic 


populations, rates among non-Hispanic blacks were 7.5 times 


higher and 2.1 times higher, respectively, than those among 
non-Hispanic whites and Hispanics, the two other U.S.-born 
groups that account for the majority of TB cases (Table 2). 
Reported by: D f Tul sis I ation, National Center foi 
HIV STD 
Editorial Note: Since 1992, when TB cases in the United 
States peaked after 7 years of stable or increasing rates, TB 
ise rates have declined an average of 5% per year. Phe 
strengthened IB control efforts that have been effective in 
reversing increases in 1B rates among U.S.-born persons have 
had far less effect on TB rates among foreign-born persons 
6). The reasons for these differences are unclear and require 


further study. The differences are not related to timeliness of 


completion of therapy, which is similar among U.S.-born and 
foreign-born persons. However, the accelerated decline in over- 
all U.S. TB cases probably resulted from the implementation 
of control measures that reduced ongoing transmission of 
Vycobacterium tuberculosis and the subsequent number of TB 
cases caused by recent infection (7). These measures are rela- 
tively less effective in controlling TB among foreign-born 
persons. Genotyping studies of M. tuberculosis isolates sug 
gest that the majority of TB cases in foreign-born persons are 
the result of progression to disease among persons infected 
before immigrating to the United States (8). 

Closing the gap in TB rates between U.S.-born and for- 
eign-born populations is critical to TB elimination in the 
United States. Success will depend on domestic programs that 
provide services to foreign-born persons with latent TB infec 
tion and on collaborative efforts that reduce the burden of 
I'B disease globally. To address the high rates in the foreign 
born population, CDC is collaborating with other national 


and international public health organizations to 1) optimize 








dis-patch: 7 


(dis-'pach) | : A written message, 
particularly an official communication, 


sent with speed; see also MMWR. 


know what matters. 





| Dispatch 





MMWR 


March 21, 2003 





as screening of immigrants and refugees 


enhance 
the notification system that alerts local health departments to 
the arrival of immigrants or refugees with suspected TB to 
improve diagnosis and treatment, 3) establish a binational TB 
referral and case management system for the United States 
ind Mexico to improve treatment completion by TB patients 
who cross the United States—Mexico border (the U.S.—Mexico 
Binational TB Referral and Case Management Project), 4) 


identify and treat persons arriving from high-incidence coun 


larent TB infection, and 5) strengthen collabo 


World Health Organization and other 


tries who have 
| 


rations with the 


; 
international partners aimed at improving TB control in high 


R 


incidence countries (the STOP TB Partnership). In support 


1 
t t 


of these ettorts, CDC and its 22 partner research institutes, 


clinical centers, and health departments in the United States 


j 
t 


ind Canada that compose the Tuberculosis Epidemiologic 

Studies Consortium have initiated a study to identify missed 

opportunities for |B prevention among foreign-born persons. 

Alrhough intensified TB control eftorts helped reduce the 

IB case rate in the U.S.-born non-Hispanic black population 

0% during 1992-2002, that rate has 

ght times higher than the rate 

Because much of this disparity 

socioeconomic status (9), intensified out 

ns tailored to the needs of low-income persons 

CDC is funding demon- 

stration projects in th Carolina, Georgia, and Chicago 

Illinois, to identify i tive strategies to improve IB screen- 

ing, diagnosis, and adherence in high-risk black 
COMMUNITIES 

Elimination of healel e of the national health 

roals for 2010 (Goal 2) (/ losing the gaps in TB rates 


elimination. 


( )4 


8. Zuber PLE, McKenna MI, Binkin NJ, Onorato IM, Castro KG. Long 
rm risk of tuberculosis among foreign-born persons in the | nited 

States. JAMA 1997;278:304 
Cantwell MF, McKenna MT, McCray E, Onorato IM. Tuberculosis 
und race/ethnicity in the United States: impact of 
Am | Respir Cri 


10. U.S. Department of Health and Human Services. Healthy people 2010 


) 


socioeconomMic Sta 


Med 1997;157:1016—20 


2nd ed., 2 vols hington, DC: U.S. Government Printing Office, 
November 2000 





Transmission of Mycobacterium 
Tuberculosis Associated with 
Failed Completion of Treatment 
for Latent Tuberculosis Infection — 
Chickasaw County, Mississippi, 
June 1999-March 2002 


During June 1999—March 2002, a total of 16 tuberculosis 
I'B) cases were reported from Chickasaw County, Missis- 
sippi (2000 population: 19,440), corresponding to annual TB 


incidences of 20.5—2 


27.6 cases per 100,000 population. In 
comparison, annual TB incidences for Mississippi during the 
same period decreased from 7.8 to 5.4 cases per 100,000 popu- 
lation. This report summarizes the results of an investigation 
of the patients and their contacts and demonstrates the need 
for strategies to increase the proportion of infected contacts 
that successfully complete treatment for latent TB infection 
(LTBI). 

During April-May 1, 2002, the Mississippi State Depart- 
ment of Health (MSDH) conducted an epidemiologic inves- 
tigation of the high incidence of TB in Chickasaw County. 
Patients were interviewed, and health department medical 
records were reviewed for clinical data. Restriction fragment 
length polymorphism (RFLP) analysis using 1S6//0 was per- 
formed on all culture isolates. For contacts, LTBI was defined 
as infection in a patient with a tuberculin skin test (TST) >5 
mm induration and no evidence of TB disease. Contact in- 
vestigation logs were reviewed and health department records 
used to establish outcomes of treatment for LTBI. 

lhe median age of the 16 TB patients was 31 years (range: 


2-64 years); five (31% 


were aged <16 years. Ten (63%) 
patients were male, and 15 (94%) were black. All 16 TB 
patients were born in the United States and were human 
immunodeficiency virus (HIV)-seronegative. For 11 patients 
from whom sputum specimens were obtained for bacterio 
logic examination, eight (73%) were culture-positive fot 
Mycobacterium tuberculosis, of whom six (55%) also were spu 
tum-smear positive for acid-fast bacilli. RFLP analysis per- 
formed on all eight culture-positive isolates showed seven 


(88%) with matching 10-band patterns . The contact investi 
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gations and matching RFLP patterns suggest recent transmis- 
sion of M. tuberculosis. |solates from all culture-confirmed 
patients were susceptible to first-line anti- TB drugs (isoniazid, 
rifampin, pyrazinamide, and ethambutol). All 16 patients 
successfully completed a CDC-recommended course of treat 
ment. 

Among the 16 TB patients, five had been diagnosed previ- 
ously with LTBI as a result of TB contact investigations; 
patients ranged in age from 28 to 51 years, and four (80%) 
had a history of regular alcohol use. MSDH attempted to 
treat all five patients, but all had either refused or stopped 
treatment. The patients subsequently progressed to active TB 
and became sources of infection for an additional 10 TB pa 
tients, including the five patients aged <16 years. 

The 16 TB patients identified 364 contacts (median: 19 
contacts per case; range: 6-90). The patients, with the assis 
tance of a health department worker, classified 350 (96%) of 
these contacts as either close (63%) or casual (37%). The 364 
contacts represented 253 persons. As of May 1, 2002, TS] 
screening, including if indicated a 10-12 week follow-up TST, 
was completed for 230 (91%) of the 253 persons. TST screen- 
ing results and subsequent evaluation (including chest radio 
graph, and if indicated, sputum examination) detected LTBI 
in 67 (26%) persons. Patients with LTBI were not offered 
HIV testing and counseling routinely. 

Adults with LTBI were offered a 9-month regimen of daily 
self-administered isoniazid, dispensed at 1-month increments. 
Directly observed treatment for LTBI was offered both to 
children and those adults with known HIV infection. Treat 
ment for LTBI was defined as complete if the patient had 
retrieved >6 months of isoniazid and was assessed by a super 
vising nurse as having completed treatment. Among the 67 
persons with LTBI diagnosed, treatment was initiated in 57 
(85%), discontinued in nine (13%) because of side effects, 
and completed in 36 (54%). 

As a result of this investigation, patients in Chickasaw 
County with untreated LTBI were again offered treatment. 
lo enhance completion of treatment for LTBI, MSDH hired 
additional outreach workers and expanded the use of direct 
observation of treatment for LTBI. MSDH staff targeted the 
use of direct observation to adult patients considered at high 
risk for treatment default, including persons who regularly 
used alcohol and those who had interrupted treatment previ- 
ously. MSDH also is considering the use of incentives such as 
grocery Coupons. 

lo identify barriers to LTBI treatment completion, MSDH 
in partnership with CDC, conducted three focus groups with 
[B-control staff, patients adherent to treatment for LTBI, and 
patients nonadherent to treatment for LTBI. Focus group 


participants suggested that r'B-control staff persistence and 


flexibility helped adherence to treatment for LTBI, as did pal 


ticipation of sex and race-matched community outreach work 
ers. Many participants cited community and family stigma as 
treatment barriers and identified a need for additional infor 
mation about the importance of LTBI treatment. 

lo address patient concerns and misconceptions, MSDH 
has initiated ongoing individual counseling during treatment 
for LTBI. Furthermore, MSDH has engaged community lead 
ers, churches, and civic organizations to disseminate TB 
related educational messages. 
Reported by: 7 Chamblee, D Ha M Holcombe, MPPA 
K Parham, P l pe hurch, RM Webb, MD Mississippi Dept of Health 
1G Robillard PAD, Rollins School of Publi Health of kn or) l Aili 
{tlanta, Georgia L Diem, B Metchock, PhD, Div of AIDS, STD, and 
IB Laboratory Research, National Center for Infectious Diseases; N 
DeLuca, MA, PD McElroy, PhD, T Navin, MD, W Walton, MEd 
Div of Tuberculosis Elimination, National Center for HIV. STD, and 
TB Prevention; Div of Ipplied Public Health Training 
Program Office; PK Dewan, MD, EIS Officer, CD( 


) 
| Didemilolo?) 


Editorial Note: The findings in this investigation underscore 
the need to ensure completion of treatment for LTBI by in- 
fected contacts of TB patients. Integral components of suc 
cessful contact investigations include patient interview, contact 
identification, and medical evaluation for active TB and LTBI 
(1), followed by successful initiation and completion of treat 
ment for LTBI. 

Phis investigation found that contact identification and 
evaluation were thorough and effective. For example, the 
median number of contacts identified and the proportion of 
contacts evaluated for LTBI were higher than those found in 
five other TB programs in a recent study of contact investiga- 
tions (/,2). Despite these efforts, patients with untreated LTB] 
subsequently developed active TB and served as the source of 
ongoing TB transmission in the community. This contrib- 
uted to the persistently high TB incidences in Chickasaw 
County. 

The discovery of LTBI during contact investigation sug 
gests recent infection. Because the risk for progression from 
infection to active disease is highest during the first 2 years 


following infection, priority should be given to treating in- 


fected contacts identified during contact investigations (3). 
Studies among populations at highest risk for loss to follow 
up (e.g., injection-drug users, released jail inmates, and home- 
less persons) have shown that the use of incentives and direct 
observation of treatment substantially improves LTBI treat 
ment completion rates (4 Among high-risk groups, these 
interventions might be cost-effective (8). Additional evalua- 
tion is needed to determine if patients outside these high-risk 
groups might benefit from incentives and direct observation 


of treatment. Qualitative evaluation of patient, staff, and sys- 








224 MMWR 


March 21, 2003 





tem barriers might identify community-specific barriers to 
treatment initiation and completion. In Chickasaw County, 
focus group findings suggested that ongoing indiv idual coun- 
seling for patients with LTBI and eftorts to reduce stigma 
through community engagement might promote completion 
of treatment for LTBI. A follow-up evaluation might help 
determine the effectiveness of these interventions. 

Completion of treatment for LTBI is the final component 
of an effective contact investigation. If the actual number of 
infected contacts substantially exceeds those identified and 
successfully screened, the treatment completion rate might 
overestimate the contact investigation effectiveness (2). To 
effectively interrupt M. tuberculosis transmission, successful 
implementation of all elements of contact investigation is nec- 
essary (8). Treating patients with LTBI increasingly challenges 
the response capacity of state and local TB-control programs 
(9). Although the decline of TB in blacks has paralleled the 
overall national trends, in 2001, incidence among non-His 
panic blacks remained 8.6 times higher than incidence among 
whites (/0). TB-control programs serving black communities 
with high TB incidence should have the resources necessary 
to control TB and reduce this health disparity. 


References 
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Update: Influenza Activity — 
United States, 2002-03 Season 


[his report summarizes influenza activity in the United 
States during September 29, 2002—March 8, 2003,* and 
updates the previous summary (/). Influenza activity was mild 
in the United States overall but varied by region. Preliminary 
data collected through the four components of the CD¢ 
influenza surveillance system suggest that national influenza 
activity peaked during the week ending February 8, 2003 (2). 

As of the week ending March 8, the World Health Organi- 
zation (WHO) and National Respiratory and Enteric Virus 
Surveillance System collaborating laboratories in the United 
States tested 59,731 specimens for influenza viruses, of which 
6,433 (10.8%) were positive. The percentage of specimens 
testing positive for influenza exceeded 10.0% during the week 
ending January 18 and appears to have peaked at 25.0% dur- 
ing the week ending February 8. During the three most 
recent influenza seasons (1999-00, 2000-01, and 2001-02), 
the peak percentage of specimens testing positive for influ- 


enza ranged from 23.9% to 30.9% (3; CDC, unpublished 


data, 2003). Of the 6,433 influenza viruses reported during 


the 2002-03 season, 2,916 (45.3%) were influenza type A 
and 3,517 (54.7%) were influenza type B viruses. However, 
during the weeks ending February 22—March 8, influenza A 
viruses have been reported more frequently (57.0%) than 
influenza B viruses. Of the 1,329 influenza type A viruses 
that have been subtyped, 1,089 (81.9%) are influenza A (H1) 
viruses and 240 (18.1%) are influenza A (H3N2) viruses. For 
the season, influenza type A viruses have predominated in the 
New England, East North Central, Mountain, Pacific, and 
Mid-Atlantic regions, and influenza B viruses have predomi 
nated in the West South Central, South Atlantic, West North 
Central, and East South Central regions. However, during 
the weeks ending February 22—March 8, influenza A viruses 
were reported more frequently (71.1%) in the West South 
Central region than influenza B viruses. 

CDC has characterized antigenically 266 influenza viruses 


29, 2002: 65 


submitted by U.S. laboratories since September 
influenza A (H1) viruses, 54 influenza A (H3N2) viruses, and 
147 influenza B viruses. Of the 65 influenza A (H1) 
viruses, 45 (69.2%) had the N1 neuraminidase and 20 
30.8%) had the N2 neuraminidase. The hemagglutinin pro- 
teins of all 65 influenza A (H1) viruses were similar antigeni 
cally to the hemagglutinin of the vaccine strain A/New 
Caledonia/20/99 (H1IN1). Of the 54 influenza A (H3N2) 
isolates that have been characterized, 47 (87.0%) were similar 
to A/Panama/2007/99, the H3N2 component of the 2002 


03 influenza vaccine, and seven (13.0%) showed reduced 
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titers to ferret antisera produced against A/Panama/2007/99. 
Of the 147 influenza B viruses that have been characterized, 
146 (99.3%) belonged to the B/Victoria lineage and were simi- 
lar antigenically to the vaccine strain B/Hong Kong/330/01, 
and one (0.7%) belonged to the B/Yamagata lineage and was 
similar to B/Sichuan/379/99. 

During the weeks ending January 11—March 8, the weekly 
percentages of patient visits for influenza-like illness (ILI)* to 
approximately 750 sentinel providers in 49 states ranged from 
1.5% to 3.1% and exceeded the national baseline of 1.9% 
for 7 consecutive weeks (the weeks ending January 25—March 
8). The peak percentage of patient visits for ILI (3.1%) oc- 
curred during the weeks ending February 8 and 15. For the 
week ending March 8, the percentage of patient visits for ILI 
was 2.0%. During the 1999-2000, 2000-01, and 2001-02 
influenza seasons, the peak percentages of patient visits for ILI 
ranged from 3.2% to 5.6% (3; CDC, unpublished data, 2003). 

Since October 20, influenza activity** has been reported by 
state and territorial epidemiologists as regional in at least one 
state each week. During the weeks ending December 7-21, 
widespread influenza activity was reported in Texas. Wide- 
spread activity was not reported again until the week ending 
January 18 and has been reported by two to 13 states each 
week since then. The greatest number of states reporting 
regional or widespread activity was 34 during the weeks end- 
ing February 8 and February 15. For the week ending March 
8, nine states reported widespread influenza activity, and 23 
reported regional influenza activity. 

During the week ending March 8, of the deaths in the 122 
Cities Mortality Reporting System, 8% were attributed to 
pneumonia and influenza (P&1). This percentage was below 
the epidemic threshold"’ of 8.3% for that week. The percent- 
age of P&I deaths has been below the epidemic threshold 
each week during September 29—March 8. 

Reported by: 1 Brammer, MPH, A Postema, MPH, S Harper, MD, 
A Klimov, PhD, N Cox, PhD, WHO ( ollaborating Center fo 


Surveillance, Epidemiology and Control of Influenza, Div of Viral and 





Temperature of >100.0 I 37.8 C) and eithe 
, ' 
absence of a known cause other than influenza 


" ] | | 
lhe national baseline was calculated as the mean percent 


€ ¢ 
} 


' , 14 
during noninfluenza weeks plus two standard deviations. Wide 
= | —_— 
regional data precludes calculating region-specific baselines 
inappropriate to apply the national baseline to regional data 


) 


* Levels of activity are 1) no activity, 2) sporad sporadically occurring 
laboratory-confirmed influenza with no outbreaks detected, 3 e 
outbreaks of ILI or laboratory-confirmed influenza in counties with a combined 
population of <50% of a state's population, and 4) widespread—outbreaks of 
ILI or laboratory-confirmed influenza in counties with a combined populatior 
»f >50% of a state’s population 

Phe expected seasonal baseline proportion of P&I deaths reported by the 122 
Cities Mortality Reporting System is projected by using a robust regress 
procedure in which a periodic regression model is applied to the observed 
percentage of deaths from P&I during the previous 5 years Phe epidemic 


threshold is 1.654 standard deviations above the seasonal baseline (3 


Rickettsial Diseases, National Center for Infectious Diseases: P Terebuh 
MD, EIS Officer, CDC. 
Editorial Note: Although overall influenza activity has been 
mild this season, numerous outbreaks have been reported 
among school children, some leading to school closures, and 
severe illnesses and deaths associated with influenza have been 
reported in children. These severe illnesses and deaths were 
not associated with a single influenza virus type; both influ 
enza A (H1) and influenza B viruses were identified. 

CDC contributes to the international surveillance for in- 
fluenza through the World Health Organization’s (WHO) 
Global Influenza Programme as the WHO Collaborating 


Center for Surveillance, Epidemiology and Control of Influ- 


enza. In February, the Hong Kong Department of Health 


(DOH) confirmed influenza A (H5N1) infection in two pa- 
tients from a single family of Hong Kong residents who had 
traveled recently to Fujian Province on the Chinese main- 
land. The first case occurred in a boy aged 9 years who was 
hospitalized in Hong Kong and recovered. The second case 
occurred in the boy's father, who died in a Hong Kong hospi- 
tal on February 16. Additional family members had respira 
tory symptoms, and the boy’s sister aged 8 years died while 
the family was in China. The Hong Kong DOH has intensi- 
fied its influenza surveillance, and no additional human in 
fections with A (H5N1) virus have been identified. No 
indication exists that the influenza A (H5N 1) virus has spread 
outside Asia. On February 26, CDC issued recommendations 
to state health departments for enhanced influenza surveil 
lance in the United States. CDC is in communication with 
WHO about these cases of influenza A (H5N1) and will con 
tinue to monitor the situation. 

Influenza surveillance reports for the United States are pub- 
lished weekly during October—May and are available at http: 
/www.cdc.gov/ncidod/diseases/flu/weekly.htm or through 
CDC's voice (telephone, 888-232-3228) and fax (telephone, 888 


232-3299, document number 361100) information systems. 


Acknowledgments 

his report is based on data contributed by participating state 
and territorial epidemiologists and state public health laboratory 
directors, WHO collaborating laboratories, National Respiratory 
and Enteric Virus Surveillance System collaborating laboratories, 
U.S. Influenza Sentinel Provider Surveillance System, and Div of 
Public Health Surveillance and Informatics, Epidemiology Program 
Office, CDC. 


References 

1. CDC. Update: influenza activity 
MMWR 2002;52:26-8 

2. CDC. Influenza activity—United States, 1999-2000 season. MMWR 
1999-48:-1039-4? 


United States, 2002—03 season 


3. CDC. Surveillance for influenza—United States 1997-98, 1998-99 
) 


and 1999~2000. In: CDC surveillance summaries (October 25 


MMWR 2002;51(No. SS-7 








226 MMWR 


March 21, 2003 





Outbreak of Severe Acute Respiratory 
Syndrome —Worldwide, 2003 


Since late February 2003, CDC has been supporting the 
World Health Organization (WHO) in the investigation ofa 
multicountry outbreak of atypical pneumonia of unknown 


etiology. The illness is being referred to as severe acute respi- 


ratory syndrome (SARS). This report describes the scope of 


the outbreak, preliminary case definition, and interim infec- 
tion control guidance for the United States. 


On February 11, the Chinese Ministry of Health notified 


WHO that 305 cases of acute respiratory syndrome of 


unknown etiology had occurred in six municipalities in 
Guangdong province in southern China during November 
16, 2002—February 9, 2003. The disease was characterized by 
transmission to health-care workers and household contacts; 
five deaths were reported (/). On February 26, a man aged 47 
years who had traveled in mainland China and Hong Kong 
became ill with a respiratory illness and was hospitalized shortly 
after arriving in Hanoi, Vietnam. Health-care providers at the 
hospital in Hanoi subsequently developed a similar illness. 
[he patient died on March 13 after transfer to an isolation 
facility in Hong Kong. During late February, an outbreak of a 
similar respiratory illness was reported in Hong Kong among 
workers at another hospital; this cluster was linked to a 
patient who had traveled previously to southern China. On 
March 12, WHO issued a global alert about the outbreak 
and instituted worldwide surveillance. 

As of March 19, WHO has received reports of 264 patients 
from 11 countries with suspected and probable* SARS (Table). 
Areas with reported local transmission include Hong Kong 


and Guangdong province, China; Hanoi, Vietnam; and 





*< rn j 
ISs| a « 


WHO 
TABLE. Number of suspected and probable cases and deaths 


from severe acute respiratory syndrome, by location — World- 
wide, 2003* 





Deaths 
Location No. (%) 








Hong Kong 50 5 3) 
Vietnar ; 
Singapore 
Canada € 2 (25 


>) 


4 
\4) 


Taiwan 
Germany 
Thailand 
Slovenia 

United Kingdom 
United States 
Spain 

Total 264 


a ab af ot ot ot & 





* As of March 19, 2003 
Source: World Health Organization 


Singapore. More limited transmission has been reported in 
Taipei, Taiwan, and Toronto, Canada. The initial cases 
reported in Singapore, Taiwan, and Toronto were among per- 
sons who all had traveled to China. 

On March 15, after issuing a preliminary case definition 
for suspected cases (Box), CDC initiated enhanced domestic 
surveillance for SARS. CDC also issued a travel advisory sug- 
gesting that persons planning nonessential travel to Hong 
Kong, Guangdong, or Hanoi consider postponing their travel 
(hetp://www.cde.gov/travel/other/acute_resp_syn_multi.htm). 
On March 16, CDC began advising passengers arriving on 
direct flights from these three locations to seek medical atten- 
tion if they have symptoms of febrile respiratory illness. As of 
March 18, approximately 12,000 advisory notices had been 


distributed to airline passengers. In addition, surveillance is 


being heightened for suspected cases of SARS among arriving 


passengers. As of March 19, a total of 11 suspected cases of 
SARS in the United States are under investigation by CDC 
and state health authorities. 

Among patients reported worldwide as of March 19, the 
disease has been characterized by rapid onset of high fever, 
myalgia, chills, rigor, and sore throat, followed by shortness 
of breath, cough, and radiographic evidence of pneumonia. 
lhe incubation period has generally been 3—5 days (range: 
2~7 days). Laboratory findings have included thrombocytope- 
nia and leukopenia. Many patients have had respiratory dis- 
tress or severe pneumonia requiring hospitalization, and several 
have required mechanical ventilation. Of the 264 suspected 
and probable cases reported by WHO, nine (3%) persons have 
died. In addition, secondary attack rates of >50% have been 
observed among health-care workers caring for patients with 


BOX. CDC preliminary case definition for severe acute 
respiratory syndrome (SARS)* 





Suspected case 
Respiratory illness of unknown etiology with onset 


since February 1, 2003, and the following criteria: 


¢ Documented temperature >100.4 F (>38.0 C) 

¢ One or more symptoms of respiratory illness (e.g., 
cough, shortness of breath, difficulty breathing, or 
radiographic findings of pneumonia or acute respira- 
tory distress syndrome) 
Close contact’ within 10 days of onset of symptoms 
with a person under investigation for or suspected of 
having SARS or travel within 10 days of onset of symp- 
toms to an area with documented transmission of SARS 
as defined by the World Health Organization (WHO). 


19, 2004 


read tor } , aret 
cared fo ving lived with 


or hav ng had dire 
ntact with respiratory secretions and/or body fluids of a per 


ispected of having SARS 
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SARS in both Hong Kong and Hanoi. Additional clinical 
and epidemiologic details are available from WHO at http:// 
www.who.int/wer/pdf/2003/wer78 12.pdf. 

In the United States, initial diagnostic testing for persons 
with suspected SARS should include chest radiograph, pulse 
oximetry, blood cultures, sputum Gram stain and culture, and 
testing for viral respiratory pathogens, particularly influenza 
types A and B and respiratory syncytial virus. Clinicians should 


save any available clinical specimens (e.g., respiratory samples, 


blood, serum, tissue, and biopsies) for additional testing 


until diagnosis is confirmed. Instructions for specimen col- 
lection are available from CDC at http://www.cdc.gov/ncidod 
sars/pdf/specimencollection-sars.pdf. Specimens should be 
forwarded to CDC by state health departments after consul- 
tation with the SARS State Support Team at the CDC Emer- 
gency Operations Center. 

Clinicians evaluating suspected cases should use standard 

precautions (e.g., hand hygiene) together with airborne (e.g., 
N-95 respirator) and contact (e.g., gowns and gloves) precau- 
tions (http://www.cdc.gov/ncidod/sars/infectioncontrol.htm). 
Until the mode of transmission has been defined more pre- 
cisely, eye protection also should be worn for all patient con- 
tact. As more clinical and epidemiologic information becomes 
available, interim recommendations will be updated. 
Reported by: CDC SARS Investigative Team; AT Fleischauer, PhD 
EIS Officer, CD( 
Editorial Note: During 2000, approximately 83 million non- 
resident passengers arrived in China, 13 million in Hong 
Kong, and 2 million in Vietnam, and approximately 460,000 
residents of China, Hong Kong, and Vietnam traveled to the 
United States (2). During January 1, 1997—March 18, 2003, 
an estimated 5% of ill tourists worldwide who sought post- 
travel care from one of 35 worldwide GeoSentinel travel clin 
ics had pneumonia (International Society of Tropical 
Medicine, unpublished data, 2003). In the l nited States, know what matters. 
approximately 500,000 persons with pneumonia require hos- 
pitalization each year; in approximately half of these cases, no 
etiologic agent is identified despite intensive investigation 
(3,4). On the basis of these data and the broad and necessar- 
ily nonspecific case definition, cases meeting the criteria for 
SARS are anticipated worldwide and in the United States. 
However, most of the anticipated cases are expected to be 
unrelated to the current outbreak. 

Electron microscopic identification of paramxyovirus-like 
particles has been reported from Germany and Hong Kong 


(5). This family of viruses includes measles, mumps, human Dispatch 


parainfluenza viruses, and respiratory syncytial virus in 





addition to the recently identified henipaviruses and 
metapneumovirus. Additional testing is under way to confirm 


oO. 


a definitive etiology. Identification of the causative agent 
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should lead to specific diagnostic tests, simplify surveillance, 


and focus treatment guidelines and infection control guidance. 


Clinicians and public health officials who suspect cases of 


SARS are requested to report such cases to their state health 
departments. CDC requests that reports of suspect cases from 
state health departments, international airlines, cruise ships, 
or cargo carriers be directed to the SARS Investigative Team 
at the CDC Emergency Operations Center, telephone 770- 
188-7100. Additional information about SARS (e.g., infec- 
tion control guidance and procedures for reporting suspected 
cases) is available at http://www.cdc.gov/ncidod/sars. Global 


case counts are available at hetp: www.who. int. 


References 
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Public Health Dispatch 


Absence of Transmission of the d9 
Measles Virus — Region of the Americas, 
November 2002-March 2003 


In 1994, countries of the Region of the Americas set a goal 
of interrupting indigenous measles transmission (/), and the 
regional plan of action for achieving this goal was begun in 
1996. As of March 16, 2003, the Region of the Americas has 
been free for 17 weeks from known circulation of the d9” 
measles virus, the strain responsible for the only large out 
break of measles in the region during 2002 (Figure). 

Che measles vaccination strategy recommended by the Pan 
American Health Organization (PAHO) includes a one-time, 
national “catch-up” campaign for all children aged 1—14 years, 
routine “keep up vaccination for infants aged 1 year, and 
national “follow-up” campaigns every 3—4 years for all chil 


dren aged 1-4 years, regardless of measles vaccination history 


2). Other key components of the strategy include rapid house- 





to-house monitoring for local validation of vaccination 
activities and active epidemiologic and virologic surveillance (3). 
During 1997-2001, reported confirmed measles cases in 
the Region of the Americas decreased 99%, from 53,683 in 
1997 to 541 in 2001 (4-6). During September 2001, trans- 
mission of the D6 measles virus genotype, which had circu- 
lated in the region since 1995 and had caused large outbreaks 
in Argentina, Bolivia, Brazil, the Dominican Republic, and 
Haiti, was finally interrupted. However, also during Septem- 
ber 2001, the recently discovered measles genotype d9 was 
introduced into Venezuela by a Venezuelan traveler returning 
from Europe and resulted in an outbreak that spread to neigh- 
boring Colombia during January 2002. This outbreak was 
attributable to low routine vaccination coverage in Venezuela 
7). Because Colombia, unlike Venezuela, did not have a large 
cohort of susceptible children, the outbreak was controlled 
easily. Following nationwide vaccination efforts by both coun- 
tries, transmission of the d9 measles virus has been interrupted. 
he last reported case occurred in Carabobo, Venezuela, on 
November 16, 2002. During the outbreak, 2,501 cases were 
reported in Venezuela and 140 in Colombia. As of March 16, 
no circulation of the d9 measles virus has been reported any- 
where in the region for the preceding 17 weeks. During this 
same 17-week period, 1,066 suspected cases of measles were 
reported, of which 846 (79%) were measles IgM-antibody 
negative and discarded, 216 (20%) are still under investiga- 
tion but do not appear to be linked to a measles outbreak; four 
(<1%) were confirmed, one from Canada and three from the 
United States. These confirmed cases are presumed to be asso- 
ciated with importations; virus genotyping data are pending. 
Progress toward interruption of indigenous measles trans- 
mission in the Region of the Americas reflects sustained high 
political commitment by member countries and full imple- 
mentation of PAHO’s recommended measles-control strate- 
gies and suggests that global measles eradication is achievable. 
However, important challenges remain. Measles is still 
endemic in other regions, and sporadic cases continue to 
occur in the Region of the Americas because of importation. 
lhe majority of countries in the region have not achieved 
and sustained routine measles vaccination coverage rates of 


95% in all municipalities. Because poor, underserved neigh- 


borhoods in large cities that attract migrants of rural origin 


are particularly at risk for measles outbreaks when the virus is 
reintroduced, persons living in these areas are targeted for 
supplementary vaccination activities. 

Reported by: H /zurieta, MD, V Dietz, MD, P Carrasco, MPH, 
VM Landaverde, MD, C Castillo, MD, Immunization Unit; M Brana, 
MPP G Tambini, MD, Family and Community Health Area, Pan 
Imerican Health Organization, Washington, DC. W Bellini, PhD, 
] Rota VUPH P Rota PhD Di of Viral and Ri he ttsial Diseases, 
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FIGURE. Number of measles cases*, by week and year of rash onset — Region of the Americas, January 2001—March 2003* 
250 
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Americas [Abstract]. Presented at the XXIV Meeting of tl an A ri 
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Gaakunnn 0904 administered to 21,698 civilian health-care and public health 
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FIGURE |. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending March 15, 2003, with 
historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending March 15, 2003 (11th Week)* 
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Hantavirus pulmonary syndrome’ 4 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending March 15, 2003, and March 16, 2002 


(11th Week)* 





Reporting area 
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* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 15, 2003, and March 16, 2002 
(11th Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 15, 2003, and March 16, 2002 
(11th Week)* 





Haemophilus influenzae, invasive 





All ages 
All serotypes 


Age <5 years 


Hepatitis 
(viral, acute), by type 





Serotype B Non-serotype B 


Unknown serotype 


A 





Cum. 
Reporting area 2002 








Cum. Cum. Cum. Cum. 





2003 2002 2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 15, 2003, and March 16, 2002 
(11th Week)’ 





Hepatitis (viral, acute), by type 





B Cc Legionellosis Listeriosis Lyme disease 
Cum Cum Cum Cum Cum. Cum. Cum. Cum. Cum Cum. 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 15, 2003, and March 16, 2002 


(11th Week)* 





Malaria 


Meningococcal 
disease 


Pertussis 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 15, 2003, and March 16, 2002 
(11th Week)* 





Streptococcus pneumoniae, invasive 
Streptococcal disease, Drug resistant, 
invasive, group A all ages 


Cum Cum Cum Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2002 2003 2002 2002 2003 2003 2002 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 15, 2003, and March 16, 2002 
(11th Week)* 





Syphilis Varicella 
Primary & secondary Congenital Tuberculosis Typhoid fever (Chickenpox) 
Cum. Cum. Cum. Cum Cum Cum. Cum. Cum Cum. 
2002 2003 





























Reporting area 2003 2002 2003 2002 2003 2002 2003 
UNITED STATES 1,189 1,238 59 84 1,079 1,886 28 
NEW ENGLAND 31 14 23 69 
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TABLE lil. Deaths in 122 U.S. cities," week ending March 15, 2003 (11th Week) 
All causes, by age (years) All causes, by age (years) 
All P&i' All 
Reporting Area Ages >65 45-64 25-44 1-24 <1 | Total Reporting Area Ages >65 45-64 | 25-44 1-24 


NEW ENGLAI 46 E é 8 8 3 S. ATLANTIC 1,44; 
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(Continued from page 229) 
Notice to Readers 


World Water Day, March 22, 2003 


In 1992, the United Nations Conference on Environment 
and Development designated March 22 of each year as World 
Water Day. The theme for this year is “Water for the Future. 
Phe objective of World Water Day is to promote activities, 
such as the publication and diffusion of documents and the 
organization of conferences and seminars, related to the con 
servation and development of water resources (/). The third 
annual World Water Forum will be held in Kyoto, Shiga, and 
Osaka, Japan during March 16-23. 

\pproximately 1.1 billion persons lack access to an improved 
water source, and 2.4 billion persons do not have access to 
adequate sanitation. Diarrhea accounts for approximately 4 
billion episodes of illness and 2.2 million deaths every year, 
disproportionately affecting young children. Safe water, ad- 
equate sanitation, and hygiene education can reduce diarrheal 
disease deaths by an estimated 65% and related morbidity by 
26% (2). One of the Millennium Development Goals set at 
the World Summit for Sustainable Development in 2002 is 
to reduce by 50% the proportion of persons without access to 
safe water by 2015. 

CDC's Sate Water System is a water quality intervention 
that uses simple, inexpensive technologies to enable persons 
to treat and safely store drinking water in their homes. It has 
been adapted for use by street vendors, schools, and health 
clinics. Safe Wate Systems foi the De veloping World: A Hand 


book for Impl menting House hold Base a Wate lie atineni and 


Safe Storage Projects is a resource fot program managers, te h 
nical staff, and other personnel in organizations involved in 
water and sanitation projects (3). It is available in English, 
French, and Spanish; an Arabic edition will be published later 
this year. CDC, in collaboration with its partners, is estab 
lishing a Global Network to promote safe household water 
treatment and storage to reduce waterborne disease, especially 
among children and the poor. 

Additional information about World Water Day is avail 


able at http://www.waterday2003.org. Information about 


CDC's Sate Water System is available at http://www.cde.gov 


Safewater. 
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Notice to Readers 


Satellite Broadcast on Sexual 
Violence Prevention 


CDC will present a live, interactive satellite broadcast and 
webcast, “Sexual Violence Prevention: Building Leadership 
and Commitment to Underserved Communities,” on April 
3, 2003, trom 12:00 p.m. to 2:00 p.m. EST. Participants will 
learn to identify strategies that can help prevent sexual vio 
lence in underserved communities. A question and answer 
session will enable participants nationwide to pose questions 
to panelists by toll-free telephone, fax, or TTY lines. 

Che program is designed for rape-prevention and educa- 
tion practitioners and program managers; state health depart 
ment officials (injury prevention programs, maternal and child 
health, and women’s health) and other public health officials; 
health professionals; state sexual violence prevention coali 
tions; local rape crisis centers; private and nonprofit organi- 
zations; Violence Against Women Act (VAWA) grantees and 
administrators; Victims Of Crime Acts (VOCA) grantees and 
administrators; and other partners. 

Additional information about program content, registra 
tion, resource materials, continuing education credit, and ac- 
cessing the live broadcast/webcast is available at http: 
www.phppo.cdc.gov/phtn/svprev. Information about registra- 
tion also is available at CDC, telephone, 800-418-7246 o1 
+04-639-1292. 





All MMWR reterences are available on the 


and Human Services. 


| 





cdc gov/mmwi! Use the search function to tind specific articles 

’ , ; 
Use of trade names and commercial sources is for identification only and does not imply endorsement by the U.S. Department of Health 
References to non-CDC sites on the Internet are provided as a service t 


these organizations or their programs by CDC or the U.S. Department of Health and Human Services. CDC is not responsible fot the 


content of these sites. URL addresses listed in MMWR were current as of the date of publication. 


) VM\ R readers and do not constitute or imply endorsement of 














March 21, 2003 





The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control and Prevention (CDC) and 
is available free of charge in electronic format and on a paid subscription basis for paper copy. To receive an electronic copy each week, send 
an e-mail message to /istserv@listserv.cde.gov. The body content should read SUBscribe mmwr-toc. Electronic copy also is available from 
CDC's World-Wide Web server at http://www.cdc.gov/mmwr or from CDC’s file transfer protocol server at fip://fip.cdc.gov/pub/publications/ 
mmwr. To subscribe for paper copy, contact Superintendent of Documents, U.S. Government Printing Office, Washington, DC 20402; 
telephone 202-512-1800. 

Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. The reporting week 
concludes at close of business on Friday; compiled data on a national basis are officially released to the public on the following Friday. 
Address inquiries about the MMWR Series, including material to be considered for publication, to Editor, MMWR Series, Mailstop C-08, 
CDC, 1600 Clifton Rd., N.E., Aclanta, GA 30333; telephone 888-232-3228. 

All material in the MMWR Series is in the public domain and may be used and reprinted without permission; citation as to source, 
however, is appreciated. 


U.S. Government Printing Office: 2003-533-155/69103 Region IV 





ECCOE VO 'VANVAILY 


SSANISNSGA TVIDIAAO 
(DGD) NOILN3SAS34d GNV IONLNOD 3SV3ESICG 4O4 SHUSALNAD 


NWOOWSAd 


¢ 
_— 
GQ3iSano03ay ADIANAS NYN1ISsNY 


OO€$ ASN BLVAINd 4O4 ALIVNAd 


U 
O 
8) 
© 
Ps 
o 
& 





SQLOESI1 SEDE6 90ZO0 


> 
» 
<= 
> 
AD 
wo 
2) 
D 
< 
b 
09 
® 
% 
oD 


NOLLISINOOY S IV 


ONINYVS1 8 NOILVNYOSANI LSSNDONd 
S3D1IAN3S NVWOH GNV HLIV3H 40 LNSWLaVd3a 


L000 





v8Z-D ‘ON HWulldd 
909/SHd 
GiVvd $334 8 3DVLSOd 
VW SSV19-LSHul4 























